




























































Government of the District of Columbia 

OFFICE OF THE STATE SUPERINTENDENT OF EDUCATION 


WELLNESS AND NUTRITION SERVICES-HEALTHY SCHOOLS ACT 

Agreement Number Month January Year 
Sponsor Name DCPS Phone 202.576.7400 
Address1 3535VSTNE Fax 202.576.7826 
Address2 EMail Jeffrey.Mills@dc.gov 
City Washington State ZIP 20019 I 
!1. General Data Lunch Breakfast 
a. Number of Schools Participating 121 112 
lb. Number of Days of School 18 18 
c. Enrollment 44437 44437 

d. Total Monthly Attendance 738910 Maximum Days of 
18 

Average Daily 
Number Approved for Free 27910 Meals Service Attendance 

i Number approved Reduced 2727 
2. Student Lunch Participation and Reimbursement 
Lunch Meals Served Times Rates 
All Meals SEC. 202 & 203 448225 X $~¥ot= $44822.50 
b. Reduced 29983;­ X $0. = $11993.20 
All Meals-Local 448225 X $0.05 = $22411.25 
3. Student Breakfast Participation and Reimbursement 
~Iar Breakfast Meals servepes 

Rates 1=eals SEC. 202 & 203 245226 $24522.60 
b. Reduced X $0.30 = $0.00 
c. Paid X $1.50 = $0.00 
4. TOTAL FUNDS RECEIVED THIS MONTH 

COMMENTS 

c. HSA Payments (2+3) $103749.55 

e. Total Received $103,749.55 

2010 IAmended 
I 

41051 

I 
I 

$79,226.95ISubtotal-2 

$24,522.60ISubtotal-3 

I certify that to the best of my knowledge and belief. this claim is true and correct in all respects, that records are available to support this claim. that it is in accordance 
with the terms of existing Agreement(s); I recognize that I will be fully responsible for any excess amounts whiclh may result from erroneous or neglectful reporting herein. I 
FURTHER CERTIFY THAT ALL CLAIMS FOR REIMBURSEMENT ARE BASED UPON COMPLIANCE WITH THE DC HEAL THY SCHOOLS ACT REQUIREMENTS AS 
OUTLINED IN SECTIONS 202, 203, 205. AND 206 OF THE LEGISLATION. THIS INCLUDES SERVING BREAKFAST IN THE CLASSROOM AND/ORALTERNATIVE 
SERVING MODELS AS REQUIRED BY THE ACT. 

All receipts, invoices and other evidence ofpurchase must be retained and available for future audits for a period of three years after the date ofthe final submission ofthe final 
claim for the fiscal year to which they pertain, or longer if related to an audit or investigation in progress. 
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Government of the District of Columbia*** OFFICE OF THE STATE SUPERINTENDENT OF EDUCATION 

WELLNESS AND NUTRITION SERVICES 


Agreement Number Month MAY Year 2011 IAmended 
Sponsor Name DCPS Phone 202.576.7400 I 
Address1 3535 VST NE Fax 202.576.6835 
Address2 EMail Jeffrey. Mills@dc.gov 
City Washington State DC ZIP 20018 
1. General Data Lunch Breakfast SN Breakfast Snack Area Eligible Snack 
a. Number of Schools Participating 121 10 111 o 2 
Number of School Operating Days 20 20 20 o 20 
c. Enrollment 44825 3780 41045 o 1314 
d. Total Monthly Attendance 829263 Maximum Days of 
e. Number Approved for Free 25791 Meals Service 
f. Number Approved for Reduced 2136 
Ig. Average Daily Participation Breakfast 293 SN Brk 
2. Student Lunch Participation and Reimbursement 
Lunch Meals Served Times Rates 
a. Free 380588 X $2.74 
b. Reduced 35306 X $2.34 
c. Paid 106317 X $0.28 
d. Total Student Lunches 522211 
3. Student Breakfast Participation and Reimbursement 
Regular Breakfast Meals Served Times Rates 
a. Free 1488 X $1.48 
b. Reduced 409 X $1.18 
c. Paid 3960 X $0.26 
Severe Need Breakfast Meals Served Times Rates 
d. Free 263154 X $1.76 
e. Reduced 22141 X $1.46 
f. Paid 55822 X $0.26 
Ig. Total Student Breakfasts 346974 
4. Student Snacks Participation and Reimbursement 
Snacks Meals Served Times Rates 
a. Free X $0.74 
b. Reduced X $0.37 
c. Pa~ X $0.06 
d. Area Eligible Free 2725 X $0.74 
e. Total Student Snacks 2725 
5. TOTAL FUNDS RECEIVED THIS MONTH 
a. Student Payments 
b. Adult Payments 
c. USDA Payments 2+3+4) $1,670,917.50 
d. Other Receipts 

= 
= 
= 

= 
= 
= 

= 
= 
= 

= 
= 
= 
= 

20 

17056 

d. Average Daily 
Attendance 

41464 

Brk Total Lunch Snack IAE Snack 
17349 26111 o I 136 

$1,042811.12 
$82616.04 
$29768.76 $1155195.92ISubtotal 

$2202.24 
$482.62 

$1029.60 $3714.46ISubtotal 

$463151.04 
$32,325.86 
$14513.72 $509990.62ISubtotal 

$513 705.081Brk Total 

$0.00 
$0.00 
$0.00 

$2016.50 
$2 016.50 1 Subtotal 

6. CASH EXPENDITURES THIS MONTH 
a. Food $1 431 569.45 
b. Labor $1 259 990.07 
c. Other $184049.76 

e. Total Received $1,670,917.50 d. Total Expenditures $2,875609.28 
, certify that to the best of my knowledge and belief, this claim is true and correct in all respects, that records are available to support this claim, that it is in 
accordance with the terms of existing Agreement(s); I recognize that I will be fully responsible for any excess amounts which may result from erroneous or 
neglectful reporting herein. I FURTHER CERTIFY THAT ALL CLAIMS FOR REIMBURSEMENT SHALL BE SUBMITTED TO THE STATE AGENCY BY THE 
10TH DAY OF THE MONTH but no later than the legislatively mandated deadline of 60 days after the end of the claim month. I understand that failure to subm 
claims within the 60-day deadline may result in such claims not being paid. 

All receipts, invoices and other evidence of purchase must be retained and available for future audits for a period of three years after the date of the final submission of 
the final claim for the fiscal year to which they pertain, or longer if related to an audit or investigation in progress. 
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NS~ im for Reimbursement (Revised 2/05) 





Government of the District of Columbia - Office of the State Superintendent of Education 

Wellness and Nutrition Services - Child and Adult Care Food Program 


CLAIM FOR REIMBURSMENT (AT-RISK AFTERSCHOOL CARE PROGRAM) 


CACFP#: 
1. Agreement Number 

NSLP#: 

2. Name and Address of Sponsor 

Name DCPS 

Address 3535 VSTNE 

• City Washington 

lace an "X" in the box if this is an Adjusted Claim 

3. Claim Period IMonthm~ay 1Year 2ill J 

4. Number of Food Service Operating Days 120 
5. Number of Participants Attending the At-Risk 
Program for this Claim Period (unduplicated head 
count) 

State DC Zip Code 120018 Free (All participants' meals wi. be reimbursed at the free rate.) 

Contact 

I
Person 
Name Jeffrey Mills 10,479 

Telephone # 
2025747603 

6. Total Number of Program Types 
Operated This Claim Period 7. Total Attendance 

a. At-Risk Snack 

174,364 I b. At-Risk Suppers 

8. Average Daily Attendance 

a. At-Risk Snack 
a. At-Risk Snack 

100 b. At-Risk Suppers 
8718 b. At-Risk Suppers 

I 

(A) 174,364 X $2.72 $474,270.08 (B) xl74,364 X $0.2025 $ 35,308.71 TOTAL EXPECTED = $ 509,578.79 

9. 
a. Number Participants SelVed in the Supper Program*:_10,479 b. Total # of At-Risk Suppers SelVed: __174,364___ 

a. Number Participants SelVed in the Snack Program": b. Total # of At-Risk Snacks SelVed: _______ 
*unduplicated head counts 

Other Notes: per conversation with Carolyn Wait 7120. a Daily Attendance report for May has been requested from DC Stars., and will be forwarded 
once receiVed. An amended claim wiD be filed to reflect any necessary ch 

I certify that to the best of my knowledge and belief, this claim is true and correct in all respects. that records are available to support this claim that is in accordance 
with the terms of existing agreements (s); I recognize that I will be fully responsible for any excess amounts which may result from erroneous or neglectful reporting 
herein. I further certify that claims submitted for meals served in Proprietary TXIX Adult Day Care Centers and Proprietary TXX Child Day Care and Adult Day Care 
Centers are submitted only for those individual centers having 25% or more participants receiving TItle XIXJTlHe XX benefits enrolled for this claim period. I further 
certify that this claim and/or addendum submitted for meals served shall be submitted to the state Agency by the 10th of the month. but no later than the legislatively 
mandated deadline of 60 days after the end of the claim month. I understand that failure to submit claims within the 60 days may result in such claims not being paid. 

All receipts. invoices and other evidence of purchase must be retained and available for future audits for a period of three years after the date of the final submission of 
the final claim for the fiscal year to which they pertain, or longer if related to an audit or investigation in progress. 

No further monies or other benefits may be 
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Government of the District of Columbia - Office of the State Superintendent of Education 

Wellness and Nutrition Services - Child and Adult Care Food Program 


CLAIM FOR REIMBURSMENT (AT -RISK AFTERSCHOOL CARE PROGRAM) 


CACFP#: Place an "X" in the box if this is an Adjusted Claim 
1, Agreement Number 

NSlP #: 

2. Name and Address of Sponsor 

Name DCPS 

3535 V ST NE Address 

City Washington 

State Zip Code 120018DC 

Contact 
Person 
Name Jeffrey Mills 

3. Claim Period I Month June I Year ~(lll 
4. Number of Food Service Operating Days 113 
5. Number of Participants Attending the At-Risk 
Program for this Claim Period (unduplicated head 
count) 

I Free (All participants' meals wi. be reimbursed at the free rate.) 

10,173 

Telephone # 
2025747603 

6. Total Number of Program Types 
Operated This Claim Period 

a. At-Risk Snack 

b. At-Risk Suppers 

7. Total Attendance 

a. At-Risk Snack 

88,603 b. At-Risk Suppers 

8. Average Daily Attendance 

I 

6816 I b. At-Risk Suppers 

(A) 88,603 X $2.72 = $241,000.16 plus (B) 88,603 X $0.2025 $17,942.107 = [OTAL EXPECTED = $ 258,942.2ij 

9. 
a. Number Participants Served in the Supper Program*:_1 0,173_ b. Total # of At-Risk Suppers Served:_88,603 __ 

a. Number Participants Served in the Snack Program*: b. Total # of At-Risk Snacks Served: _______ 
*undup/icated head counts 

Other Notes:---PCH" conversation with Carolyn Wait 7120. a Daily Attendance report for May has been requested from DC Stars" and will be forwarded 
once received. An amended claim will be fiJed to reftect any necessary changes. 

I certify that to the best of my knowledge and belief, this claim is true and correct in all respects, that records are available to support this claim that is in accordance 
with the terms of existing agreements (s); I recognize that I will be fully responsible for any excess amounts which may result from erroneous or neglectful reporting 
herein. I further certify that claims submitted for meals served in Proprietary TXIX Adult Day Care Centers and Proprietary TXX Child Day Care and Adult Day Care 
Centers are submitted only for those individual centers having 25% or more partiCipants receiving TItle XiX/TItle XX benefits enrolled for this claim period. I further 
certify that this claim and/or addendum submitted for meals served shall be submitted to the State Agency by the 10th of the month, but no later than the legislatively 
mandated deadline of 60 days after the end of the claim month. I understand that failure to submit claims within the 60 days may result in such claims not being paid. 

All receipts, invoices and other evidence of purchase must be retained and available for future audits for a period of three years after the date of the final submission 01 
the final claim for the fiscal year to which they pertain, or longer if related to an audit or investigation in progress. 

No further monies or other benefits may be 
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Office of the State Superintendent of Education 
Wellness and Nutrition Services Department 

Free Summer Meals Program 

Claim for Reimbursement - Summer 2011 
Instructions: • Email the Claim for Reimbursement to: cardell.saunders@dc.gov 

• Submit claim no later than the 10th of the month following the claim period. 
• Retain a copy for your files. 
• See Instructions tab for additional instructions. 

***** Complete Highlighted Cells Only ***** 
Sponsors that operate less than 10 days in the final month of operations must submit a combined claim for the final month and 
the immediate preceding month within 60 days of the last day of operation. 

SECTION I - SPONSOR INFORMATION 

Sponsor Name: District of Columbia Public Schools Sponsor Number: 

Source of Meals (X) : Rural/ Self Prep I Other / Vended X 

Claim Type (X) : Original X Original Combined Revised I Revision # I 
Claim Month / Year: June/July 2011 Nurn ber of Sites Reporting: 44 

Number of Operating Days: 24 I Average Daily Participation (meals) 7,114 

Contact Person: Jeffrey Mills Phone Number: I 202.576.7400 

Email : Jeffrell·MiIIs@dc.gov 

SECTION II - MEAL COUNT INFORMATION 
• Fill in appropriate Meal Count table based on Source of Meals selected above . 
• Second meals cannot exceed 2 percent of first meals served by meal type. 

Rural or Self Preparation Sites 

Second 
2nd Meals 

Meal Type First Meals 
Meals 

No More Total Meals Reimbursement Rates Total 

-< 
than 20.10? 

Ea' Breakfast: 0 YES 0 $1.8800 $0.00 

'"' ~ Lunch: 0 YES 0 $3.2925 $0.00... -=::r:: Supper: 0 YES 0 $3.2925 $0.00-< '-' 

~ AM Snack : 0 YES 0 $0.7750 $0.00 
PM Snack: 0 YES 0 $0.7750 $0.00 
Evening Snack: 0 YES 0 $0.7750 $0.00 

Total Meals: 0 0 0 $0.00 

Other Types of Sites 

Second 
2nd Meals 

Meal Type First Meals 
Meals 

No More Total Meals Reimbursement Rates Total 
than 20.10? = Breakfast: 63.187 YES 63,187 $1.8450 $116,580.02 

'"' 
i Lunch: 107,560 YES 107,560 $3.2375 $348,225.50... 0 

= ... Supper: 0 YES 0 $3.2375 $0.00-< '-' 

~ AM Snack: 0 YES 0 $0.7575 $0.00 
PM Snack : 0 YES 0 $0.7575 $0.00 
Evening Snack: 0 YES 0 $0.7575 $0.00 

Total Meals: 170,747 0 YES 170,747 $464,805.5 

REIMBURSEMENT AMOUNT: $464,805.52 

* * * OSSE USE ONLY * * * 
Adjustment / Revision I Month / Year $0.00 

Adjustment / Revision I Month / Year $0.00 

TOTAL REIMBURSMENT: $464,805.52 

I certifY that to the best of my knowledge and belief, this claim is true and correct in all respects, that records are available to support this claim, that it is in 
accordance with the terms of existing Agreements(s); I recognize that I will be fully responsible for any excess amounts which may result from erroneous or neglectfi 

reporting herein. I FURTHER CERTIFY THAT ALL CLAIMS FOR REIMBURSEMENT SHALL BE SUBMITTED TO THE AGENCY BY THE 10th 
DAY OF THE MONTH but no later than the legislatively mandated deadline of 60 days after the end of the claim month. I understand that failure to submit claims 
within the 60-day deadline may result in such claims not being paid. 
No further monies or otherAenefits may be paid 0 is program unless this report is completed and is filed as required by existing regulations (7CFR 225) I I 
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